Background: Tetanus is a vaccine-preventable disease that causes an annual total of 309,000 deaths and in the year 2000 and it killed about 200,000 new borns. This study accesses the knowledge, beliefs and practices of tetanus toxoid immunization among nursing mothers attending immunization clinic at the rural community comprehensive health centre at Eke-Olengbecho, Okpokwu local government area of Benue state, North Central Nigeria. Methodology: This was a descriptive cross sectional study among nursing mothers who attended ante natal clinic for a minimum of three visits during pregnancy in a rural comprehensive health centre at Eke-Olengbecho, Benue State, Nigeria. The research was carried out between March and April 2016. The respondents were recruited consecutively on first come basis on their clinic days until the required sample size of 150 was obtained. Data were collected with structured, pretested, interviewer administered questionnaire and analysed with Epi info version 3.5.1. Level of significance set for analysis was 5%. Results: One hundred and twenty (80.0%) of the respondents agreed that TT immunization protects against tetanus infection. Forty eight (48.0%) believed culture forbade them taken immunization during pregnancy, while 55(36.7%) said TT was harmful to their babies. One hundred and two (68.0%) practiced TT immunization in their last pregnancy. Majority 73(48.0%) got information about TT immunization from health workers while 53(35.3%) said they could not complete TT immunization because of poor attitude of health workers at centre. Conclusion: Some findings in this study have implications for the nursing mothers in the full utilization of the benefits of tetanus toxoid immunization in pregnancy. Health education is therefore essential to bridge this gap.
INTRODUCTION
Maternal vaccination has been evaluated and found to be extremely effective at preventing illness in pregnant women and new-borns. Tetanus is caused by a toxin produced during the anaerobic growth of Clostridium tetani (1) . Infection is acquired through environmental exposure of any broken skin or dead tissue such as a wound or when the umbilical cord is cut to the spores of the bacteria (2) . These spores are universally present in the soil. Poverty; poor hygiene and limited access to health services increase the risk of maternal neonatal tetanus (MNT) (1, 2) . World Health Organization (WHO) estimates that only 5% of neonatal tetanus (NT) cases are reported, even from countries with well-developed surveillance systems. Since 1989, when the World Health Assembly called for the elimination of NT, 110 out of 161 developing countries are thought to have achieved elimination (as at the end of 2004). United Nations Children and Educational Fund (UNICEF), WHO and United Nations Fund for Population Activities (UNFPA) agreed in 1999 to set the year 2005 as the target date for worldwide elimination (3) . Tetanus Toxoid (TT) is an inactivated vaccine (antigen) that is given to women of childbearing age (15 years to 49 years) to protect the unborn child from neonatal tetanus. The vaccine was first produced in 1924 but became commercially available in 1938 and was successfully and extensively used during the Second World War. In the late 1940s, it was combined with diphtheria and pertussis (DPT) vaccines to produce the DPT triple vaccine used in many childhood immunization programmes (1, 3) . The World Health Organization (WHO) sets the global public health agenda and in 1974. It created the Expanded Program on Immunization (EPI) to increase immunization of the world's children against six diseases which are; diphtheria, measles, pertussis, polio, tetanus, and tuberculosis. Within the 1970s Tetanus Toxoid vaccination of women within child bearing age (15 to 49 years) was included in the WHO's Expanded Program on Immunization to prevent tetanus in the new born babies (4) . Available reports of different studies indicate that the disease is still persisting. A community based study conducted at Ilorin local government area of Kwara state in Nigeria showed a neonatal mortality of 11.9% per 1000 live births5. Some authors studied 52 cases of neonatal tetanus in Osun state of Nigeria and observed that 35 of the mothers did not receive tetanus toxoid immunization and 4 of 52 babies with neonatal tetanus were immunized mothers6. Another study done in Nigeria also observed that in the 419 cases of neonatal studied in Lagos, history of tetanus toxoid immunization was lacking for most mothers (7) . A community based study in Rivers state in Nigeria on tetanus toxoid immunization status of parturient women showed a complete, partial, or no coverage status of 41.2%, 17.0% and 41.0% respectively of women surveyed (8) . These records indicate low coverage of tetanus toxoid immunization among women of reproductive age especially, pregnant women. Also to date most of the women delivering at the facilities of traditional birth attendants have no records of tetanus toxoid immunization (7, 8) . Neonatal tetanus is a leading cause of neonatal death in developing countries where a high proportion of deliveries are conducted at home or in places where hygienic conditions may be poor. Tetanus is a vaccinepreventable disease that causes an annual total of 309,000 deaths and in the year 2000 it killed about 200,000 new borns. Therefore, to reduce and prevent deaths due to maternal neonatal tetanus, tetanus toxoid vaccines should be given to women of child bearing age (8, 9) . Since 1974, the Expanded Program on Immunization has provided technical support for the immunization of the world's children and women of childbearing age. Today, the vast majority of vaccines administered to these groups are delivered through the immunization programs that have been established in developing countries. As these national programs share many characteristics, the global use of a new or improved vaccine could be largely dependent on its compatibility with the priorities, existing antigens and vaccine delivery system of this network. According to WHO interval doses of 0.5 ml of TT should be administered to all women of childbearing age into the deltoid muscle. Therefore Tetanus Toxoid immunization is now a standard practice worldwide and all the countries follow the standard schedule recommended by WHO. Since 1990 the global target for TT has been 80 percent coverage and all the countries are supposed to reach the target in order to eliminate Maternal Neonatal Tetanus (10, 11) . Due to international and regional efforts which were directed at eliminating maternal and neonatal tetanus, 35 countries were certified free of the disease between 2000 and June 2014 (9, 10, 11) . However, maternal and neonatal tetanus still remains a public health threat in 24 countries including Nigeria (12) . In one study done in Nigeria, neonatal tetanus accounted for 20.9% of the total neonatal deaths recorded (5) . The major predisposition to this disease is lack of maternal vaccination with Tetanus Toxoid vaccine, coupled with deliveries conducted by untrained caregivers in an unhygienic environment and with unhygienic birth practices. These conditions allow the tetanus spores to contaminate maternal wounds during child birth and the umbilical cord at the time it is cut or dressed after delivery (5, 12) . Available data showed that the uptake of the vaccine by women of childbearing age in Nigeria has been poor (41.2%) (12, 13) . Worldwide, tetanus kills an estimated 180,000 neonates1 and up to 30,000 nursing mothers each year (1, 2) . If the mother is not immunized with the correct number of doses of tetanus toxoid vaccine, neither she nor her new born infant is protected against tetanus at delivery (5,10,12) . The impact of immunization on the reduction of childhood morbidity and mortality in Nigeria has been remarkable, however, it is yet to reach its full potential despite the objectives of WHO and all efforts by the government as well as health workers in the promotion of National program on Immunization (NPI) (12) . Some communities in Nigeria are still ignorant of the importance, benefit and effectiveness of immunization (11, 12) . It is these observations that made our team to conduct this study on nursing mothers with respect to tetanus toxoid immunization in this community. The objective of this study is to access the knowledge, beliefs and practices of tetanus toxoid immunization among nursing mothers attending immunization clinic at the rural community comprehensive health centre at Eke-Olengbecho, Okpokwu local government area of Benue state, North Central Nigeria.
METHODS AND MATERIALS

Study Area
The study was hospital based and was conducted at the rural community comprehensive health centre at EkeOlengbecho, Okpokwwu local government area of Benue State Nigeria. The centre was established ten years ago and receives referrals from nine primary health care centres across the various communities. The centre was chosen purposefully because it offers maternal and child health services in addition to other curative, promotive and preventive health services; therefore it was easy for researchers to involve nursing mothers coming to access different health services such as immunization.
Study population and design
A cross sectional descriptive study design was employed for the study. The study population was nursing mothers attending child welfare clinic at the rural comprehensive centre at Eke Olengbecho, Okpokwu local area, Benue state, Nigeria. The centre offers immunization services and treats common ailments amongst under-five children from various communities in the area. A nursing mother is a woman who is breast feeding her baby with own milk. Eligibility was based on nursing mothers who attended ante natal clinic for a minimum of three visits prior to the study and those who consented. Nursing mothers who never attended ante natal clinic or attended but not up to a minimum of three visits prior to the study and those that did not consent were excluded.
Sample Size Estimation and Sampling Technique
From a total population of an average of 720 under five clinic attendances in a month, sample size of 310 inclusive of 10% attrition rate was calculated and recruited for the study using the formula below (18, 19) 
with assumption of 50% of the target of nursing mothers in the community assumed to have attended at least a minimum of three antenatal visits, 5% tolerable margin of error at 95% confidence interval and considering attrition rate of 10%, the minimum sample size of 150 was arrived at for both the study and control area. The under five clinics were conducted three times a week between 9 am to 2 pm. Data were collected on two under five clinic days out of the three until the desired sample size was obtained. The duration of the sample collection was six weeks.
Data Collection
The research was conducted through administration of structured interviewer administered questionnaire to the respondents from second of March 2016 to ninth April 2016. Five trained female data collectors were involved. Four items containing information on knowledge regarding tetanus immunization, their beliefs and practices were obtained from the nursing mothers who had babies three months prior to this study.
Statistical Analysis
All data generated were processed and analysed by EPI info version 3.3.1, an epidemiological software programme for testing proportions and calculation of means. Data were summarised and presented as frequency tables and charts. Chi-square (×2) test was used to test for statistical relationships. A confidence interval of 95% was used in this study and a p-value of equal to or less than 0.05 was considered statistically significant. Regarding knowledge on TT immunization, there were 14 questions. All correct responses were awarded one mark and incorrect answers were awarded a zero mark. The scores are summed and graded in percentage; 0-34% was classified poor, 35-68% was classified as fair and 69-100% was classified as good knowledge score. 
Ethical Issues
Ethical approval was obtained from the ethical committee of Benue State University Teaching Hospital Makurdi, Benue State, North Central Nigeria before the study was conducted. An informed written consent was also obtained from the medical officer incharge of the health facility. Verbal consent from the respondents was also soughed.
Limitations of the study
Recall bias was a challenge in this study. A few of the respondents could not recall properly the type of medications they were given during the anti natal clinic period. Table 1 shows socio-demographic characteristics of the respondents. All the nursing mothers (150) that were recruited for this study and interviewed answered completely all the questions in the questionnaires administered to them given a response rate of 100%. The mean age of the respondents was 29.7(+2.74) years. Majority (50%) of the respondents were in the age group of 20-30 years. Of the total 150 respondents 14(9.4%) had no formal education. For those with formal education, those with primary education predominates 61(40.7%), followed by secondary education 50(33.3%) while those with tertiary education constituted 25(16.6%). Married women constituted 63(42.0%) majority. This was followed by those who were farmers 41(27.3%). Twenty six (17.3%) of the nursing mothers were traders while 20(13.3%) were civil servants. Table 4 showed the distribution of respondents based on their practice of TT immunization. One hundred and two of the respondents (68.0%) received TT immunization in their last pregnancy while 77(51.3%) indicated that they will make themselves available again if they are pregnant. Table 5 showed the distribution of respondents by source of information for TT immunization and constraints to complete TT immunization at ANC centres. Majority 72(48.0%) of the respondents said they got information about TT immunization from health workers. This was followed by media outlet 44(30%) and from neighbours 33(22.0%). Regarding obstacles to completing TT immunization by the respondents, most 53(35.3%) opined that poor attitude of hospital staff to them was a major challenge while 50(33.3%) attribute it to farm work, proximity to ANC centre 30(20.0%) and insufficient ANC centres 17(11.5%). 
RESULTS
Socio-Demographic Characteristics of the respondents
DISCUSSION
The findings in this study showed that the majority of the respondents fell between the ages of 21years to 30 years. This is consistent with studies done in Oyo and Lagos states, Nigeria. This is the reproductive age where females are concerned about their pregnancies and well being of their babies especially tetanus toxoid immunization (13) . In this study also 33.4% of the respondents had secondary education while 16.6% had tertiary given a combined total of over 50%. This is similar to some studies done in Zambia and in Ilorin, Nigeria. Education is an important personal asset allowing the respondents increased opportunity to life. The major obstacle to unemployment levels among the respondents were inequality in respect of access to education, discrimination in employment and occupation which leads to categorization of jobs according to gender and low level of women participation in decision making (5, 10) . Regarding awareness of TT eighty 80% opined that it prevents diseases in pregnancy while over 77% specifically said that it prevents diseases in their babies. This agreed with other studies done in India and Lusaka Zambia. In this study over 90% of the respondents had formal education. It has been shown that women who had been to school might have received information on TT while at school. Education has great influence on the level of knowledge that the respondents would have on reproductive health issues including TT immunization services (10, 13) . This study also agreed with other works done in Ghana which showed that school going nursing mothers had better knowledge on TT immunization than non school going mothers (14) . Slightly over 40% of the respondents knew the number of times TT is given during pregnancy while a little over 45% indicated that there were adequate TT immunization awareness programmes in their area. This correlates with some studies done in Zambia. It has been shown that having adequate TT awareness programmes in an area has a positive vertical relationship with increased knowledge on TT (10, 15) . The findings in this study that 48% of the nursing mothers indicated that cultural beliefs forbade them from going to take TT immunization when they are pregnant and 36.5% said TT had adverse effect on their pregnancy are worrisome. Slightly over 47% opined that TT immunization had nothing to do with children's diseases. However 62.7% of the respondents were satisfied with TT immunisation programmes in their area and 78.7% said it was a good initiative. These findings compared favourably with other studies done in Italy. Local belief systems and cultural practices can prevent the nursing mothers from asking for and receiving TT immunization services. Communities may have common incorrect ideas about TT vaccine making it difficult for them to see the importance of receiving the vaccine. This may have a negative effect on the level of the service utilization as nursing mothers will fear to utilize the service hence it may contribute to low TT immunization coverage (15, 16) . In this study, over 30% of the nursing mothers did not go for TT immunization when they were pregnant. This has a lot of implications for the effectiveness and efficiency of the public healthcare service providing TT immunization in Eke-Olengbecho community. Furthermore, 48.7% of the nursing mothers said they were unwilling to make themselves available for TT immunization when they are pregnant again. Apparently the risk of not having TT immunization during pregnancy is lost to the respondents. This can be improved by creating more TT awareness programmes in the area. Majority of the respondents got information about TT vaccination from health workers. 48.0%. This agreed with studies done in Nigeria and Bangledesh (16, 17) . This is so because most of the comprehensive health centres in Nigeria are located in rural areas and the health workers are domiciled with them. Newspapers do not reach many rural communities in Nigeria. These respondents are poor and cannot afford to buy papers on daily basis. Most radios are either powered by batteries or electricity in Nigeria and provision of rural electrification in Nigeria is poor. Batteries for radios in Nigeria are expensive and most of the respondents cannot afford them (18) . Staff attitude and proximity to ANC centre contributed to respondents' inability to complete TT immunization when they were pregnant 35.3% and 33.3% respectively. This compares favourably with some work done in Nigeria and Zambia. Respondents may be discouraged from going to the health centre for TT immunization for fear of walking for a long distance to reach the points where the services are being offered therefore; they would rather stay at home to look after their families. It has been shown that access to health facilities is greatly limited by long distances between communities and health facilities (10, 18) . Over 30% of the respondents attributed non completion of TT immunization to poor attitude of staff to them in the health facility. This is consistent with those of other research studies conducted in Belgium, Bangladesh, Ethiopia and Cambodia. Negative attitudes such as not greeting, impolite words and lack of attention due to use of phones have contributed to low TT immunization coverage amongst nursing mothers in some communities in Nigeria.
CONCLUSION
A high proportion of the respondents accepted that TT is beneficial during pregnancy. This is important in providing an appropriate health package for nursing mothers during ANC. Cultural practices that forbid pregnant women from accessing TT immunization during ANC should be discouraged by creating more awareness about TT vaccine. A high proportion of the respondents could not complete TT immunization during pregnancy because of poor staff attitude towards them. There is need for staff education and orientation for government to provide acceptable health services to the nursing mothers.
